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pie who had their teeth extracted and a set of
false teeth made, it was claimed to be due to
better mastication. However, today, we see a
change in the health even before the false teeth
have been obtained, and so the return to health
must be due in great part to the removal of
the infection. Only a short time ago I saw a
case of acne of the face and shoulders clear
up wonderfully after the extraction of ab-
scessed teeth, the improvement having ad-
vanced even before the false teeth were ob-
tained.
In the early days of dentistry teeth with dis-
eased pulps were either neglected by the pa-
tient, or, if the treatment and relief of pain
were sought, extracted. But when the value of
the teeth for mastication became better under-
stood, the dentist endeavored to save all possi-
ble teeth and many methods were found to
treat pulpless teeth. It is not reasonable or
possible to save every tooth, for many patients
let their teeth get beyond this stage through
carelessness or fear and the crown becomes
carious, the dentine neerotic and the pulp dead,
with the formation of one or more abscesses
with the resultant pain and neuralgia, head-
aches, neuritis, eye-troubles, arthritis, and other
systemic conditions.
Not until the x-rays were applied for the di-
agnosis in dentistry have we discovered the
true condition of such teeth, and since the pro-
gressive dentist secures the services of a radi-
ologist, or has an x-ray apparatus of his own,
we stand before the grave fact that most pulp-
less teeth are the cause of chronic inflamma-
tory processes in the alveolar process of the
maxillary and mandibular bone, which give
no trouble or only the slightest, local symp-
toms, but are the cause of much ill-health and
disease.
Tn summing up, all mouth conditions should
receive the most searching and scientific atten-
tion. It is of the greatest importance that
there be established a clinical attitude which
will insist that no treatment of these obscure
diseases is complete without putting the teeth
;.n order by dentistry that is beyond question.
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In the autumn of 1917, during the emer-
gency due to war-time conditions, there was
appointed in Boston, under the Committee on
Public Safety, a Sub-committee on Pre-natal
Care and Obstetrics. In the report of this
committee, presented soon after the signing of
the armistice had removed the justification
for its existence as an emergency wartime com-
mittee, there is noted a scheme for dealing with
the problem of the obstetric poor. The method
suggested is deemed more nearly adequate than
any at present employed. The idea is not entirely
new but its deliberate adoption on an extensive
scale has not been put to the test of experience.
This scheme, serving as a stimulus to discus-
sion in the committee, is here presented for
wider discussion. The report reads (in part)
as follows:
"It is evident that the problem of the ob-
stetric poor, having an emergency aspect on ac-
count of wartime conditions, and heightened in-
terest because of the loss of life from the war,
is due to causes which antedate the outbreak of
hostilities and which will continue to act after
the signing of the treaty of peace. The Com-
mittee took the opportunity to consider the
problem in its more permanent aspect and di-
rect its thought toward seeking some solution
of the difficulty. While it cannot claim to have
found a solution, it believes a solution can be
found and that active and free discussion will
show the way. Therefore, it sets forth a scheme
for discussion. The Committee is about equallydivided for and against the scheme as a work-
ing plan, but the Committee agrees in regard-
ing the aspect of child welfare within its par-
ticular scope as a branch of public health of
fundamental importance which has as yet been
neglected by the community interest. The
Committee also agrees that the scheme as
formulated will stimulate discussion, and there-fore presents it in the hope that as a result of
the discussion something better will be evolved.
"One of the most striking deficiencies in hos-
oitals is the lack of adequate facilities for car-
ing for women at the time of confinement. Ever
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since it was realized that puerperal infection
is wound infection, the opinion has gained
ground that obstetrics essentially involves
surgical risks and surgical procedures; but hos-
pital facilities have not been increased for this
as they have been for other surgical conditions.
The first requirement, then, is adequate hospi-
tal facilities for all confinement cases which for
any reason need hospital care. Every munici-
pal hospital should have a well equipped obstet-
rical department.
"But most confinement cases, even among the
poor, are cared for at home and can be cared
for at home. The needs of these patients con-
stitute the problem to be solved.
"How is care provided for women who can
pay little or nothing? It is provided by the
physician as a private individual or employed
by the municipality or other governmental or-
ganization; by the midwife, official or unoffi-
cial; or by the charitable institution, public or
private.
"It is in the charitable institution that we
find conditions which are most nearly satisfac-
tory, and in certain lying-in hospitals with out-
patient clinics, the care of the patients leaves
little to be desired. The system is well known.
The patient presents herself at the clinic. She
is examined carefully and thoroughly. She is
visited at her home by the nurse who sees that
even-thing needed at confinement is in the
house. She visits the clinic for further exam-
ination and advice. When she falls into labor,
word is sent to the hospital and her record is
reviewed. Attendants from the hospital, usu-
ally two undergraduate medical students, go to
her home, sometimes accompanied by a nurse.
Reports are sent to the physician at the hospi-
tal, on printed forms covering all important
points to be noted in the patient's condition.
Preparations are made for delivery, and if
labor is not progressing satisfactorily, the pa-
tient is seen at once by the resident physician.
If necessary, the patient is transferred to the
hospital, or a member of the visiting staff is
called so that the patient gets adequate care
throughout.
"The resident physician at the hospital knows
the patient's condition and the progress of the
labor through the frequent reports sent to him.
He goes to her when he is needed and when he
leaves she is in the hands of competent observ-
ers who can send for him again if necessary.
Following the confinement at the home, there
are visits by the doctor, the medical students
and the nurse until the patient is discharged.
The results of this system are well known. It
works well on the whole and in some institu-
tions has given excellent results.
"There exists a serious difficulty in the way
of indefinite extension of this system because
there are not enough medical students in some
cities and in cities without medical schools it
cannot be used at all.
"The scheme proposed for discussion by the
Committee is the substitution for the medical
student of graduate and undergraduate nurses,
preserving in other respects the system now in
use in many hospitals.
"There would then be in a municipal or
other hospital an obstetrical department as a
center to which all cases needing hospital care
could be sent. Pre-natal clinics would be estab-
lished here and at sub-stations in the district
if necessary. Patients at their homes would be
eared for by physicians from the hospital who
would be assisted by nurses as they are now as-
sisted by medical students. If transportation
were provided by automobile the number of
cases seen and cared for would be greatly in-
creased, for a given amount of effort.
"In a city of about 600,000 inhabitants with
about 20,000 births annually, there would be
approximately 5,000 eases in the group which
would be cared for by such an institution. The
total cost for doctors, nurses, ambulances, and
supplies, including overhead charges and up-
keep, would be less than $20 per patient cared
for at her home."
It is our purpose to open the discussion of
this scheme by a consideration of some of the
problems involved. We are not now concerned
with the progress of obstetric science and art
but with the applications, with the "distribu-
tion" of these "products." Assuming that ob-
stetric science and art have reached the point
at which adequate care becomes possible, the
problem is: how can such care be provided
during pregnancy and at confinement and dur-
ing the puerperium at a cost within the means
of those who can afford to pay nothing or al-
most nothing for such service? It is provided
now for limited groups, by several means, of
which the charitable institution only will be
considered here, as it is the means indicated in
"he report.
Certain advantages of the proposed scheme
nay be noted.
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1. It may be employed in communities in
which no medical school exists. These are often
the communities in which the need for adequate
care is the greatest.
2. It will greatly increase the number of
women who get adequate pre-natal and ob-
stetrical care.
3. It will tend to improve the standards of
obstetrical practice. Hospitals with obstetrical
departments will become much more numerous.
Physicians who are to be in charge of these de-
partments will be selected because of their
greater proficiency and by additional experi-
ence will make further progress. House officers
will have more experience and better training
and thus be better fitted when they enter inde-
pendent practice.
4. It will greatly increase the supply o!
obstetrical nurses.
Some objections may be noted:
1. The propriety of sending a nurse to a con-
finement case at any time of the day or night,
in a disreputable district may be questioned.
This can be answered by a proper attention to
details. Two nurses should always be sent on
a case. In the circumstances mentioned they
might be transported by automobile. In case
of necessary telephoning, members of the fam-
ily would always act as protection if a nurse
had to leave the house for to reach a telephone.
2. The objection of incompetence on the part
of the nurse must be met squarely. Women are,
by their training, not as well fitted as men to
deal with emergencies. Therefore, it is claimed,
the patient is safer with the average medical
student, who is a man, than with the average
nurse, who is a woman. The objection em-
phasizes an important point in the system,
which is that it takes the best method of pre-
venting emergencies from the time the patient
first comes to the clinic. Obstetrical emergen-
cies are not frequent, asi a matter of fact. Then,
they are of two kinds ; those which can be pre-
vented and those which cannot be prevented.
This system, by careful supervision, reduces the
preventable emergencies to a minimum. In the
presence of the unpreventable emergency, which
is rare, the medical student and the nurse are
equally helpless, and the trained obstetrician,
without suitable material equipment is not
much better off. The nurse would be as valua-
ble as the medical student in calling for help.
3. It has been objected that this system
trains midwives. which is against the general
sentiment in this country at present. The ob-jection is based ou a misunderstanding of what
is attempted. The nurse is most certainly not
a midwife; she is a part of the institution
which carries the chief responsibility, and her
duties and responsibilities are sharply defined
and limited. She has little opportunity for the
exercise of independent judgment. She is at
all times under complete control. The midwife
is an independent individual, licensed by the
State, with far greater responsibility than the
nurse and not under immediate control.
5. It may be objected that the nurse learns
so much obstetrics that she may become a mid-
wife. If this is legal, the remedy lies in amend-
ing the law. If it is not legal, in enforcing the
law. But the objection that the system might
teach the nurse too much obstetrics is not likely
to have great weight with the physicians who
do the work and have to depend on the nurse.
There is now great opportunity for improve-
ment in obstetric nursing.
6. The question of legality has been raised.
This depends on the law, which varies in dif-
ferent states, and on the actual practice. At
the present time, in certain states the care of
women during confinement by medical students
not under the direct supervision of a licensed
physician, is practicing medicine without a li-
cense, and is therefore illegal. It would bejust as illegal for a nurse under the same cir-
cumstances, but if a physician were always
present, the requirement of the law, it is
stated, would be met. If necessary, appropri-
ate legal enactment could be made.
It is not necessary even to indicate all the
evidence which points toward a needed change
in the care of the obstetric poor. There is a
rapidly growing interest in child welfare, and
a realization that a considerable number of
mothers and children do not receive adequate
care, and the feeling is growing that something
must be done about it. The waste to society
from loss of life which ensues and is in con-
siderable part preventable is tremendous. It
costs too much. Another point of view is that
under the_ present system many mothers and
unborn children do not have a fair chance. Tt
is not just.
Various solutions of the problem are pre-
sented, as, for example, maternity insurance
and the training of more midwives and the bet-
ter training of physicians. But not one of
these gets at the heart of the matter. The
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only adequate solution is through an institu-
tion, not supported by the patients, whereby
the community assumes a distinct civic respon-
sibility. Invaluable as the privately endowed
institution may be in certain respects, the
community should feel its responsibility in the
care of the obstetric poor.
One difficulty in the solution of the problem
lies in the extreme range of service required.
One case needs the most competent obstetrical
care to secure anything approaching a favora-
ble result; another is almost sufficient unto it-
self, and it is just this sufficiency in some cases
that leads to the obstetric tragedies in others.
The fundamental requirements in any scheme
are: (1) Skilled supervision throughout preg-
nancy, labor, and the puerperium. (2) A de-
livery service which is so flexible that the pa-
tient receives just the attention needed. In one
case, a medical student, a nurse, a midwife, or
a member of the family might safely supply
that delivery service. Tn a sense, to employ a.
highly trained obstetrician would be inefficient.
In another case, only the highly trained ob-
stetrician can undertake the management. (3)
The plan must include hospital facilities for
some of the patients (approximately five per
cent, of all cases), but preparation must be
made to care for a large proportion of the
eases in their homes where for various reasons
the larger number of deliveries will occur. (4)
Further, the plan must provide adequate nurs-
ing throughout ; this can scarcely be emphasized
too much.
The plan outlined in the report fulfils these
requirements, providing skilled supervision,
flexible delivery service, adequate nursing, at a
reasonable cost.
PRELIMINARY LIGATION IN HYPER-
THYROIDISM
By Frank H. Lahey, M.D., Boston.
After a personal experience with three hun-
dred thyroid operations, it is my opinion that
preliminary pole ligation is the one definite
factor which can be said to make the final op-
eration of partial thyroidectomy less hazard-
ous.
The operation has logical indications, is based
upon sound principles, produces definite effects,
and consists of a clean-cut procedure.
Indications. It is not possible to specify in
¿xplicit terms the precise cases in which the
operation is indicated, since decision as to the
toxicity in a given case is not based upon exact
percentages of tachycardia, increase in nerv-
ousness, or loss of weight, etc: I would only
say that where there is even a suspicion that
the patient cannot endure the complete opera-
tion of partial thyroidectomy, it should be pre-
ceded by preliminary ligation of the poles, at
either one or two sittings. So convinced am I
that preliminary ligation is a life-saving meas-
ure in hyper-tlryroid cases, that I now submit
to preliminary ligation many cases that I feel
almost certain would endure the whole pro-
cedure at one sitting. This is .done because I
feel that there is a large group of hyperthy-
roids in the zone between those who can pass
through the one-stage operation safely and
those who quite obviously must be subjected to
the two-stage procedure. By extending this
zone farther into the group upon whom the one-
stage operation would ordinarily be done, the
risk of the operation can be diminished. Since
ligation of one or more poles has been shown
to produce such definite improvement, the ex-
tension of its application can effect nothing
worse than a longer convalescence together
with a safer operation,—an arrangement to
which no sensible patient nor sound surgeon
could object.
Principles upon which the operation is based.
Pole ligation is based upon principles which
are sound in so far as we understand the func-
tioning of the thyroid gland.'
In the first place, if the functional activity
of the thyroid is controlled by sympathetic fi-
bres,—as we may well assume after the experi-
ments by Cannon, Binger, and Fitz, in which
almost unmistakable signs of hyperthyroidism
were produced in cats by anastomosing the
vagus trunk into the superior cervical sympa-
thetic ganglion—then ligation of the superior
thyroid poles brings about an interruption of the
impulses reaching the gland from the superior
cervical sympathetic ganglion, as the branches
from this ganglion reach the gland in company
with the superior thyroid artery, and are
Iigated when those vessels are ligated.
If the activating material passes from the
gland by way of its lymphatics, these also are
blocked by pole ligation, as they, too, leave the
gland by way of the superior poles along with
the superior thyroid veins.
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